DOCUMENT RESaME 

ED 111 246 HE 006 610 



ADTHOR 
TITLE 



INSTITUTION 

SPONS AGENCY 

POB DATE 
NOTE 



EDBS PRICE 
DESCRIPTORS 



Feldstein, Paul J.; Butter, Irene 

The Foreign Medical Graduate and Public Policy: A 

Discussion of the Issues and Options* Report No« 

D4, 

Michigan Univ., Ann Arbor. School of Public 
Health. 

Robert Hood Johnson Foundation, New Brunswick, 

N.J. 

Jan 75 

66p.; Prepared for the Sun Valley Forum on National 
Health, Inc. Symposium on "The Foreign Medical 
Graduate, January 13-18, 1975 

MF-$0.76 HC-$3.32 Plus Postage 
Developing Nations; Employment Qualifications; 
Foreign Nationals; *Foreign Workers; Health 
Personnel; *Higher Education; Medical Evaluation; 
♦Medical Services; *Physicians; Political Influences; 
Primary Health Care; *Public Policy 



ABSTRACT 

The large inflow of Foreign Medical Graduates (FMGs) 
into the U.S. is cited and four issues discussed. They are: (1) the 
belief that the FMG is less qualified than the U.S. medical graduate 
and thus contributes to the decline in quality of medical care; (2) 
the loss of scarce manpower from less developed countries that have 
greater needs than the U.S. for medical care and for physicians; (3) 
the lessening of opportunity for large numbers of U.S. citizens to 
become physicians; and (4) if trends continue, then together with the 
recently increased capacity of U.S. medical schools, there will be an 
oversupply of physicians in the U.S. which could lead to adverse 
competitive behavior, unnecessary care, and higher costs. Each of 
these concerns is examined together with several alternatives for 
alleviating each concern and the probable consequences of each 
alternative. It is concluded that the differential effects of a 
reduction in FMGs alone does not appear to be the solution to any of 
the issues, nor is it realistic. The differential effects of a 
reduction in FMGs on the population they serve may more than outweigh 
any benefits from such arbitrary reductions. (LBH) 
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I. Introduction 

As of 1972, there were approxijTiately 68,000 Foreign Medical 

^ Graduates (FMGs) in the United States. mGs now accomt for 20 

2 

percent of the total njinber of physicians (356,5314) in the U.S. 
The nimber of EMGs entsriiog this country annually has increased 
from 1,040 in 1954 to 12,285 in 1973, a nuniber greater than the total 
of U.S. graduates (10,391) in 1973.^ FMGs now fill one third (18,400) 
of all internship and residency positions (55,021 in 1972). These 
trends — ^the yearly increase h-^ the nuinber of FMG^s entering this 
country and the fact that they are becoming an increasijig portion of 
the total stock of physicians in the U.S.— has caused increased 
concern with regard to U.S. policy toward the foreign medical graduate. 

Reasons for the concern with the increased flow of E^Gs differ, 
hDwever. To some peoi)le, the large number of FMGs entering and 
remaining in this country represents a loss of scarce manpower from 
less developed countries (LDCs) that have greater needs than the U.S. 
for medical care and for physicians.^ 

To others, the prinnary concern with the large inflow of FMGs 

is based on the belief that the FMG is less qualified than the U.S. 

medical graduate (US/G) and therefore that the quality of medical care 

5 

is declining and will worsen if current trends continue. 

AnDther concern vdth the large inflow of FMGs is that it removes 
the opportunity for large numbers of U.S. people tc become physicians.' 
If the U.S. did not rely upon the FMG, more medical scliool spaces 



5 
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would have to be provided 5 thds offering greater educatioml opportunity 
for our own "sons and daughters" to became physicians. 

A final concern with the large inflow of FMGs is that if such trends 
continue, then together with the recently increased capacity of U.S. 

8 

medical schools, there will be an oversupply of physicians in the U.S. 
A surplus of physicianjs, it has been alleged, would lead to adverse 
competitive behavior, V7hich would result in unnecessary care and in 
higher inedical care costs. 

The WJ2 "problem" is thus the result of a number of different 
concerns. These concerns affect various organizations and people 
quite differently. It appears, however, to be in the interest of all of 
tixDse having one or more of these concerns to favor policies which would 
reduce both the inflcw of EMGs and their numbers in this country. Unless 
the above four concerns are separately analyzed, it becomes impossible 
to discuss alternative appipoaches for alleviating each concern. Policies 
which purport to deal with the issue of international equity may in 
fact be proposed by those persons or organizations whose real concern 

is with quite a dif ferment issue. Thus, for public policy to be effective 

in dealing with the issues of FMGs, it is necessary to detennine vtfiether 
the differences in por-itical positions are the result of differences in 
approaches toward alleviating a given concern or whether those positions 
are in fact lover a difference in concerns. > To clarify, hopefully, the 
debate on public poli<:y toward the FMG, this paper will discuss sepaa?ately 
each of the above concerns together v;ith several alternatives for 
alleviating each concsm and the probable consequences of each alternative. 

ERIC 5 3 
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II. ISSUE No. 1; International Equity 

A. Background to the Equity Issue 
^ One of the first issues that is expressed when iy£s are 

discussed is the fact ":hat less developed countries (LXs) are 
losing their physicians to the United States. The U.S., which has 
both higher health lev^^s and more physicians per thousand population, 
is attracting and keeprlng EMGs that could be used to greater advantage 
in their own country. It is also believed that the U.S. is not just 
a passive participant :ln the outflow of FMGs from LDCs. It has been 
asserted that the U.S. , in attempting to ease U.S. health mnpower 
shortages in the 1960^3, actively sought to increase the number of 
IMGs coming into this {::ountry, by introducing changes into the 
inmigration laws, such as the giving of occupational preference to 
FMGs. 

The issue of 'international equity is concerned with the 
belief that LDCs, which have high health care needs, subsidize the 
training of their own physicians and then subsequently lose these 
physicians to the U.S. The U.S. thus saves on the cost of producing 
physicians, making a situation where LDCs in effect are subsidizing 
the U.S. 

The countries from which FMGs are leaving has chapped. During 

* the 1950 ^s, proportionately more FMGs emigrated from Europe. As of 

1971, 66.6 percent of the TMGs were immigrants from Asia, which in 1957 

9 

accounted for only 7.i percent of in^mi^atijig F^g. The largest number 
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of THGs are currently 11972) caning from India (I^SIS), the Phillipines 

(782), ard Korea C758).^° 

FMGs my enter the U.S. either as ajnmigrants or as exchange 

visitors. Amendments ':o the Immigration Act of 1952 replaced rational 

irmigration quotas by Henispheric quotas. Further , seven preference 

categories were established which gave immigration visas first to 

those qualifying for these preference categories. Four preference 

categories related to ;ijnmigration of relatives , one to immigration 

of refugees, and two to immigration of certain labor categories. An 

"Occupational Preference" must be certified by the Department of 

Labor to the effect that a shortage of qualified workers exists in the 

U.S. and that wage and working conditions of U.S. workers similarly 

employed will not be affected. For FMGs 5 the Department of Labor 

has certified that there are not enough physicians in the U.S. and that 

no pi;pspeGt exists for relieving this shortage with American workers."'""'" 
The Exchange Visitor Program (started in 1948) was to nake 

available to other countries the information possessed by the U.S. 

educational system. Exchange Visitor Programs are intended to provide 

education to foreign students under the assumption that upon completion 

of training these students will return to their countries of origin. 

Originally, to qualify as a sponsor foi an :;xohange Visitor Program, 

an individual or group of individuals need.ed only to demonstrate their 

intention to promote better understanding among people in the U.S. and 

Tpeople from foreign rc.tions. Hospital training programs became a key 



fcxus of Exchange Visitor Programs. For hospitals 5 FMGs, acting in 

the role of intern or resident , represent a low-cost source of manpower. 

Contrary to the original intention of the Exchange Visitor Program, 

exchange visitor visas have becoine, for nany FMGs, a step toward 

obtaining a permanent residence visa. In 19665 only about 1 of every 

30 inmi^ant visas issued to physicians went to someone who was an 

exchange visitor. By 1970 5 1 of every 6 ijimgrant visas issued to 

physicians went to excliange visitors. This ratio had been reduced 

12 

to 1 to 2 by 1972. '".The startling change in this ratio has resulted 
in large part from changes in the immigration regulations. Due to 
changes iiade in 1970 5 cm I>iG in the U.S. with an exchange visitor visa 
was required to return to his or her country of origin for at least . 
two years upon completion of a graduate training program if he or 
she was sponsored by finds from the U.S. or a foreign government 5 or 
if the Secretary of St.ate determined that his or her services were 
clearly required at haiie. (The Secretary of State was charged with 
the responsibility for drawing up a ^'Skills List" defining which 
skills were in short supply in foreign countries. The "Skills List" 
took effect in May, 1972.) In practice, in recent years, few FMGb 
have been forced to return to their home countries under tlie 
foreign residency requirement. 

Several factors cppear to have produced this development. First, 
most PMGs enter the U.S. under private sources of funding, relieving 
them of one of the foreign residency retjrn requirements.'" 
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Second, health mnpoweir* personnel have had relatively little trouble 
obtaining a \^aiver of the foreign residency requirenent of the 
Exchange Visitor Progrcjn, In fiscal 1970, waivers of the foreign 
residency requirement vzere granted to 741 physicians, sturgeons, and 
dentists who were in the U,S, under exchange visitor visas. Only 
1,731 such waivers were granted to all occupations in that year,"'''^ 
Third, under the 1970 regulations, persons who were privately sponsored 
and who did not have slcills which were in short supply in their 
honie country were eligible for immediate immigration • Although the 
new Exchange Visitor re^gulations were adopted in 1970, the Department 
of State did not distr:Lbute its list of skills in short supply in 
foreign countries untilL May, 1972. In the meantime, privately funded 
exchange visitors were free to apply for conversion of their exchange 
visitor J visa into a permanent resident visa status. Of those EMGs 
who changed from exchange visitor to immigrant status in 1972, only 
13% had entered the country in 1971 or 1972, indicating that irany 
exchange visitors who had entered in previous years nay have taken 
advantage of the time lag between the implementation of the changes in 
the foreign residency requirement regulation of 1970 and the publication 
of the "Skills List". Fourth, FNJ3 exchange visitors, in most cases, 
are eligible for occupational preference visas. If the quota on 
occupational preference visas has been filled, IMG exchange visitors 
are allowed to renain in the U.S., instead of being forced to leave, 
until a visa spot opens. 
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In the 1971 House hearings on Illegal Aliens , it was discovered that 
over 11,000 occupationc2 beneficiaries, iiDst of whom were medical 
personnel, ]-ad been permitted to rePBin in the U.S. despite the non- 
availability of visa numbers needed to coJTC>lete their immigration 
16 

adjustments. Taken together, these four policies indicate that it 
has been relatively eassy for exchange visitors to remain in the U.S., 
contrary to the origixicil intent of the Exchange Visitor Program. 

In addition to WiGs entering the country are the increasing numbers of 

U.S. citizens studying medicine overseas with the intention of re-entering 
this country to practice medicine. It is estimated that between 5,000- 

6,000 U.S. students are pursuing their studies in foreign medical schools. 

17 

Jfore than half of thes'B students are studying xn Mexico or Italy. 
This represents a shift in the countries abroad where U.S. students are 
receiving their medical education. In the past, more of the students 
studied in European coantries; however, several of these countries 
recently began restricting thei'^ medical school places to their own 
students. There may thus be a second subsidy from other countries to 
the U.S. if the medical education of U.S. students studying abroad is 
subsidized by that country. (This aspect of the equity issue, U.S. 
citizens studying over^seas, will be discussed separately in Section 
IV 5 Issue No. 3, belcv/.) 

In o3?der to propose alternative options for rect":^ying the 
situation, where LDCs are in effect subsidizing the U.S. medical care 
system, it is first n^Kiessary to construct a proper framework for 




deteimning what would be conceptually correct solutions to the 
problem. 

The reason an inequitable subsidy situation has arisen is that 
while some countries have subsidized the education of theij? physicians, 
and subsequently have I.ost them, other countries are receiving 
a benefit Cphysicjans) for which they have not paid the cost. Thus, 
those receiving the benefits have not been bearing the costs, while 
those bearing the costs are being deprived of the benefits. Such a 
situation could be corr^ected if those who receive the benefits were 
to reijriburse those beai'^ing the costs. If the beneficiaries were to 
reimburse the losing country for the costs of losing their physicians, 
this would compensate the country for its losses, and in addition, would 
serve to decrease the demand for FMGs. The equity problem is similar 
to one where a state siabsidizes the education of an MD and then the MD 
leaves to practice in .another state. 

The principle of compensation and of who should compensate whom 
seems sijiiple enough, rhere are however, several problems in implementing 
it. 

First, vfet are the costs to the country from which the FMG has 
emigrated? Is it merely the costs of replacing the FMG, such as the 
costs of education, which has been subsidized by the country? Is it 
in addition the foregone taxes (less the FMG^s claim on government 
services) that the FMG would have paid? Is there a loss to the country 
in terms of what the FMG could have contributed above his services as a 
physician? These costs, and possibly others would certainly differ for 
each country. 

s 
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Secondly, who benefits froni the FflG's emigration? One obvious 

beneficiary is the 1^*3 hinself . FM3s will eam a higher income than 

they cx?uld have earned had they not emigrated. The YyiG^s employer 

might also be a beneficiary. If a hospital hires an ?!^£ azid collects 

revenue based on the FAG^s services that are in excess of what the E13 

is paid Cplus any othe::^ costs), then the hospital is a beneficiary 

as well. Further, if ci physician with staff privileges is relieved 

of longer hcjurs in the hospital as a result of the hospital *s hiring 

of the FMG, cop if the FKG serves ir. a capacity which would fall upon 

the U.S. physician — e.5. , if he or she were to be on call in the 

hospital, rotate in tha emergency room, etc. , or if the H-IG increases 

the U.S. physician's productivity, and hence his income, then the U.S. 

physician is also a beneficiary of the increased number of FMGs. An 

additioral set of beneficiaries are the U.S. taxpayers. Since medical 

education is subsidized by the federal and state governments, the U.S. 

receives physicians, which, if it were to produce the same number 

18 

itself, would cost the taxpayer a sizable sam. (These benefits, 
however, are not evenl.y distributed throughout tho U.S. and among 
its taxpayers.) 

A third practical, difficulty to solving the proMer. of an 
inequitable subsidy iJ5 that even if the co^antr},' losing PAGs could 
determne the cost that would compensate it for each FMG leaving, 
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and if each of the beneficiaries Cand the. extent for each) were 
clearly identified, hov does one collect from the beneficiaries to 
repay the losing country? Once the FMG has left the country, i.e., 
he leaves the country c:s an exchange visitor and then converts to 
immigrant status once :ja the U.S. , he cannot be required to repay 
that country. 

What would be scmi direct solutions to the "equity" problem? 
One would be if the country losing FMGs were to require all of its 
cOBts to be repa,id before the FMG could emigrate. Even if LDCs 
were to institute such a policy, we would expect these countries 
still to lose some of ^heir physicians. PMGs even under these 
circumstances vrould want to earrdgrate to the U.S. or other developed 
countries, because the higher incomes of physicians in these countries 
would, despite the repayment requirement, TnaJ<:e it worthwhile for 
a nuiriber of them to emigrate. Potential employers might even, in 
some cases, be willing to loan the IMGs the funds to repay their 
costs. 

If the losing country could recover its losses from the 
emigrating FMG Cor from the potential employer) , then the solution to 
the problem would be much simpler. The consequences of such a 
policy would be that fewer FMGs would emigrate. However, the type of 
FMG leaving might chinge; the departing FMGs might be those who by 
U.S. standards are of higher quality, thus having greater confidence 
in their ability to obtain a higher paying job and to repay their 
costs. 
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HDWeveTj if the losing country were not able to impose such an 
export tax on its emigr'ating physicians Cperhaps because the physicians 
wishing to leave came from higher income and more influential 
families) 5 then what policies could the U.S. pursue to remedy the 
situation? The U.S. could impose a tax on the FMG^s inccme and then 
ren^t it to the FMG^s country. Similarly 5 the U.S. could try to 

collect from FHG beneficiaries 5 i.e. 5 hospitals and physicians employing 
FMGs a$ staff physicians and residents 5 by imposing a tax on them. 
However, these types of taxes 5 it is believed 5 would be unconstitutional. 

Thus,' the most diroect way of dealing with the equity issue is 
for the losing country to impose a tax on the emigrating physician equal 
to its perceived loss. If, for some reason, the losing country were 
not able to do that, then the next best direct approach would be for 
the U,S, to place a tax on the THG and/or on his employers and remit 
the proceeds to the losing country. Failing the use of such direct 
approaches, a number of indirect approaches have been suggested and 
will be briefly discussed. Some of these proposals seek to 
discourage the inflow of FMGs into this country; others try to 
encourage them to return home once they have emigrated. 

B. Proposals to Disccji age the Inflow of FMGs into the U.S. 
1. Change Immigration Policy: 

Any proposal v;hich seeks to reduce the entry of P^Es by placing 
country quotas or by limiting the number^ of FMGs that can enter the U.S. 
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does not rectify an inequitable situation, i.e., helping the country 
that is losing JKGs. the FMG is not permitted to enter the U.S., 
then he or she can still go to another developed country. Such a 

policy would merely shiLft the benefits away from the U.S. to some other 

^ 21' 
country. 

Some of 1fhe benefits that the U.S. would lose with a decline in 

the nujriber of FMSs foLLow; Cl) A number of states, among them New 

^ibrV, Illinois^ Ohio, New Jersey, and Michigan, would lose a sizable 

nuniber of their practicing physician and resident population if there 

were a decrease in IMGs. The effect anong states would vary greatly, 

from 35 percent of its physicians being FMGs in New York to less than 

22 

2 percent in Arkansas. C2) Approximately 85 percent of IM3s 

are in patient care activities with appTOximately 50 percent being 

23 

located in hospitals. C3) FMGs consist of more than 50 percent 

of the house staff in Tiore than 42 percent of the hospitals offering 

residencies. In 311 hospitals Cor 31 percent), 76-100% of their house 
24- 

staff are IMGs, CU) In those specialties considered to be primary 

care, general practice, internal medicine, pediatrics, and obstetrics, 

IMGs have filled approximately 66 percent of the residency positions 

in non-affiliated hospitals and approximately 34 percent of residencies 

in affiliated hospitals. Fewer IMGs would mean a loss Cas of 1972) 

25 

of about 5500 residents in primary care, C5) In state mental hospitals 
the predominant pl^sician is an FMG, C6) Although data are lacking, 
it is believed that the large numbers of IMGs in hospital-abased practice 

•j» . * It 
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are located in ijmer city areas, serve the low^income population, 
and nan the outpatient departments and emergency rooms. 

Without IHSs, these population groups and those persons in state 
mental hospitals would suffer a great decline in their aiility to 
have any access to medilcal care. 

If the benefits to the U.S. of having IKGs are simply shifted to 
Other developed countries, then 5 of course, the country' losing IWGs 
is no better off, Thuf?, proposals which arbitrarily attempt to limit 
the nujriber of FMQs entering the U.S. must have some objective other 
than equity in mind, s:Lnce those proposals would be ineffectual in 
ijnproving equity. 

Given the overall immigration policies and limits that the U.S. 

currently inalntains, the U.S. should be neutral in the type of people 

that it attracts through immigration. That is, U.S. imnigration policy 

should not be related to the health manpower needs of the U.S. , to 

the disadvantage of less developed countries. Thus, the issuance of 

"Occupational Preference" visas with the restriction Cas of ffey, 1972) 

that the skill possessed by the prospective immigrant not be in short 

supply in the potential iimlgrant's home country would achieve this; 

however^ it is too early to judge its impact. How large an effect 

such a change in the inmigration law would have on the nujnber of FMGs 

entering this country is difficult to determine. In 1971, it was 

estijnated that approxijiately one-fourth of FMGs came mder the 

26 

occupational preference category. Since the number of FMGs 



-14- 



entering as jjnmigrants rose to 5,756 in the next year, this change could 
mean a loss of approxliiately l,«4i40 FMGs per year to the U.S. However, 
tills estimate vjould probably be high since the IMG could either enter 
under another preference category or undergo a case-by-case 
certification by the Department of Labor, 

2, Changes in the Exchange Visitor Program: 

As the Exchange Visitor Program is currently administered, 
the intentions of the applicant upon entering the program are subjected 
to very little scrutiny. Similarly, the type of training jiade available 
through the pcrogram may bear little relation to the type of training 
most needed in the IMG's country. If the Exchange Visiter Program is 
to fulfill its original intentions. of information exchange and assistance 
in training to other countries, rather than serving as a subterfuge 
whereby PMGs can be atrtracted to work in the U.S., then several 
changes are required: 

a. Screening of potential exchange visitors by the FM3^s country . 
To provide assurance that the applicant is qualified, that the applicant 
is committed to return home, and to determine th^ appropriate training 
program that would be most beneficial to the IMG'^ country, exchange 
visitors can be accepted on the basis of recommendations from a 
screening committee established in the FMG's country, or require 
sponsorship of the IMG- by the host country (and assure the IMS of a 
position back home upon con^^letion of the training program. ) 
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b. Establjshijig iTiinijim for Exchange Visitor 
Programs in U»S> hospi'::als. It has been suggested that for Exchange 
Visitor Programs to be effective, they must include orientation and 
language courses as well as shaving the ability to provide the necessary 
training that an exchange visitor requires 5 i.e., the skills taught 
should be those that are most needed in an LDC. It nay be that a 
number of hospitals cojild offer these additional programs and still 
benefit themselves by having such a training program Ci.e, , in terms 

of the services provided by the trainee). In those cases where the 
training required would not be offered unless it were subsidized, then 
federal subsidies nay be needed to fulfill the goals of the Exchange 
Visitor Program as originally legislated. 

c. Requiring that exchange visitors must leave the U.S. for 
a mininum period of tjjne . To ensure that the Exchange Visitor Program 
is not used as a means; of immigration, exchange visitors should be 
required to leave the U.S. for a minirnum period. This woiild not 
necessarily mean that the FMG would return to his or her country, 

but it would mean tha T the-U .S. has fulfilled its obligation to 

provide such training and that tJie U.S. is not attempting to bypass 

its own inniigration pDlicies and provide occupational preference where 

none should exist. 

How large a decrease would there be in the number of PMGs 

remaining in this country if all exchange visitors returned home and none 

remained in the U.S. as irnnigrants? In 1971, 4,78U exchanp.e vinitors 

to the U.S. were physicians. In the previous year, 1970, one of every 
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six jjmdgrant visas that were granted to FMGs went to an IMG who 

27 

was an exchange visitor. Thus^ if such ratios were at all 
ineaningful, then appra>cajiHtely 800 FMGs per year would be lost by the 
U.S. 

The nmnber of FMGs lost to the U.S. as a result of changes in both 

the occupational preference categories and as a result of changes in 

the Exchange Visitor Program would be approxinately 2,240 per year 

C800 from the Exchange Visitor Program and 1,440 from the change in 

occupational preference category). There would still be a net inflow 

28 

of over 4,000 fMGs per year. 

3. Establish Regional Cor Hemispheric) Training Centers; 
Establishing regional centers outside of the U.S. to assist 

the LDCs in the training of their health nenpcwer is a worthwhile 

foreign aid type progr-am. However, this type of effort, which would 

take time to establish, would do little to decrease the efforts by 

FMGs to migrate to developed countries because of the higher expected 

incomes they can receive. Thus, this policy, which may have other 

favorable aspects to recommend it, will not be pursued further as a 

29 

means of discouraging IMGs to enter the U.S. 

4. Decrease the Number of Residencies Available to EMGs; 

a. Increase Medical School capacity in the U.S. If the U.S. 
inedical school capacity were increased so that USMGs would fill all 
of the offered residency positions, then, in addition to the time it 
woa]d take for such a proposal to have its effect, it would be enonnously 
costly. Earlier CFoo-:note 18) some- estirates were provided regarding the 
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costs of replacing the entering IMGs, At a minimum it would take 
several billion dollars and would be unlikely to replace all of the 
FMGs in residencies. (This proposal will be discussed further in 
the section discussing' the Quality issue. ) 

In addition to the large cost involved and the time it 
would take to achieve such a goal, it is unlikely that it would 
decrease the desire by the H1G to emigrate from his country. The 
relatively higher incornes in developed countries would still provide 
the rnG with an incentive to emigrate. The IMG might try to enter 
as an immigraxit. He need not tell anyone that he is a physician, and, 
once in this country, lie could still find enrployment in public hospitals 
or elsewhere in the medical care system. Further, such a policy might 
merely shift the FMG^s benefits to another developed country j it 
woiold not necessarily keep him home. 

b. Limits on the number of residencies available to FMGs. 
Similar in its effect to the above policy would be a policy that 
would arbitrarily limit the number of residencies available to FMGs. 
Some proposals have suggested that the total number of residencies be 
arbitrarily set at 110 percent of the number of US^!3s. Such a policy 
would at least not incur the huge costs of replacing the FMGs Cassimdng 
that they would not be replaced by USMGs), but it would result in a 
different ''cost". This latter cost would be to decrease the availability 
of care, the supply of physician services, to those people currently 
being served by IVlGs. 
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If, as previously discussed, the IMS provides care in larger cities, 

predOTtinantly in hospi*:als, and if, as is conmonly believed, it is 

the lower^ixicane persons who receive care from the hospitals where 

IMdS are located, then such a policy would not be neutral in its 

effects. It would fall harder on soine persons (and states) than 

others. It would adversely affect the medical care available to lov;- 
30 

income persons. 
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III, ISSUE !fo, 2; The f?uality of Medical Care Delivered by mGs 

There appears to be a significant quality differential between 

the FMG and the USMG. The evidence of this quality differential is 

based upon performance on test scores (both the ECEMG and FLEX), the 

greater proportion of [^MSs in unaffiliated residencies, and their poorer 
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perfomance m residencies when evaluated by thedr instructors. 

It is not the pu:?pose of this paper to discuss the adequacy of 
the various quality instruments that have been used to compare the 
perfoxroance of EMGs aiid USMGs. It is comnonly believed that a quality 
differential exists, ecid for purposes of examining alternative options 
in this ^rea, that judgment will be accepted. 

Those persons conceded with the quality of FTIGs have proposed 
a number of alternatives to ensure that the quality of medical care 
available in this country does not fall below certain minimmn levels. 
These minimum levels are usually defined in terms of the level of 
training received by USMGs and by their superior perfomance on the 
prerequisites necessary for licensure in the U.S. 

In fairness to the BIG, it should be noted that arong TliGs 
their relative perforrrance on exams and in residencies varies greatly, 
not only among those who come from the west European countries but also 
among those entering from the less developed countries. Thus, any 
policy which seeks to solve the quality issue by restricting the entry 
of all RIGs who wish to renain in this country will elijninate as well 
those FMGs who go into research positions or academic teaching and others 
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who score as well as USMGs on exanis and pejrform as well as US>1Gs 
in their residencies. 

A nuiriber of propoisals have been nade with regard to residency 
prograjns, all of which, in one way or another, have the effect of 
reducing the nuinber of residencies available to FMGs. Examples of 
such proposals are suggestions that the nujnber of IMGs in residencies 
in affiliated hospitals be reduced each year (Senator Beall^s amendment); 
that a hospital's residents consist of at least 25 percent U.S. and 
Canadian medical graduates (Mh Council on Medical Education) ; or that 
the nuntfjer of internships and residencies in approved hospitals be 
reduced to 110 percent of the number of U.S. medical graduates 
(Congressman Roy's bill). 

If the reduction in residencies is based upon the premise that 
nost if not all EMGs vould not be able to receive residency training, 
then this would be a joor approach toward increasing quality. It 
does not recognize the differential quality of FMGs and the fa,ct that 
a number of them rece:-ve their graduate training in hospitals where 
the educational content is of high quality. 

A policy that reduces residencies with the objective of achieving 
high quality should not discriminate on the basis of whether the 
person is an EMG or a USMG. Instead, a reduction in residencies 
should be based on the content and quality of the residency program 
itself. If any criterion other than quality is used, then the proponents 
generally have an objective other than quality in mind. 
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The following are quality options that have been proposed. They 
range from those quali-y measures that would result in the largest 
reduction of medical scsrvices to one wliich could result in the smallest 
decrease in care and could, conceivably, even result in an increase 
in the availability of medical care, 

A, Elimination o:- Residencies in Unaffiliated Hospitals 

Gradua.te training programs require a combination of education 
and service. Hwever, it is believed that the educational content of 
residencies in unaffiliated hospitals (and m unapproved residency 
programs) is poor, and that this, in part, accounts for the poorer 
performance of PMGs on license examinations, A reduction of residencies 
where the educational content is poor will, it is believed, result in 
fewer, more highly qualified practitioners. 

In 1972, there were 56,021 interns and residents in U.S. hospitals. 

Of these, 50,350 were in hospitals that were affiliated with medical 

schools. The reniainder, 5,671, were in unaffiliated hospitals. 94 

percent of USMGs (35,609) served their residencies in affiliated 

hospitals, while 85 percent of FMGs C3,623) were residents in affiliated 
32 

hospitals. Thus, a reduction in unaffiliated residencies would 

mean a logs of 5,671 residents, unless these programs were upgraded and 

became affiliated. 

Those opposed to proposals which arbitrarily limit the number of 
residencies argue that the services provided by the Y^G resi,dent must 
either be replav^ed or that the persons receiving such care vTill lose 
such services . 

ERIC 
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There appear to be*, two jiain beneficiaries of residents Cin 
addition to the residents themselves) • The first is the physician 
in private practice, A resident provides services to the physician^ s 
hospitalized patient and is available in the hospital at inconvenient 
tiir.es • Thus, not only does he or she increase the physician *s 
productivity but she or" he adds to the physician's income. The physioian 
will charge for services which the resident has ''helped to perform. 
If the number of 3?esid(3ncies offered in both affiliated and unaffiliated 
hospitals were to be reduced, a number of the tasks that are performed 
by the resident would shift to the physician. It is thus understandable 
that the AMA^s House of Delegates has refused to go along with the AMA^s 
Council on Medical Education's recommendations on reductions in 
residencies. If the njmber of residencies were reduced, one would 
expect physicians to pressure hospitals to replace some of their tasks 
(availability, service in emergency rooms, etc.) by the use of physician 
assistants or to give greater responsibility to RNs. Alternatively, 
the hospital might be forced to drop certain services where a physician's 
presence would be required. 

The other min beneficiaries of residency programs are those 
persons who would not receive physicians' services if it were not for 
residents. The populc.tion groups most affected are the poor and those 
using outpatient and eafiiergency room fa.cilities as their source for 
prinary care. Although strong empirical evidence is lacking on the 
population served by hospitals using FMGs in their residency programs. 
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it is believed that the high concentration of IMGs in larban hospitals 
serves a population thcit is different fron that ser'^ed by U.S. 
physicians. 

Another problem Vvith arbitrary limts on the nuirber of residency 
positions is that they my freeze the existing specialty distribution 
of physicians. One would expect that the number of physicians in 
different specialties would change over time, in part as a response to 
changes in demands for such specialties. If arbitrary cutbacks in 
the number of residencies are mde, then the cutback should be in the 
overall number rather than in each specialty so tihat some flexibility 
among specialties is permitted. 

In 1972, FMGs filled approxijnately 33 percent of the residencies 

in prinery care: General Practice, Internal Medicine, Pediatrics and 
33 

OB-G'XN, Thus, as of 1972, reducing the number of FMG residencies 

Cin both affiliated and non-affiliated hospitals) would result in a 

decrease of 4,402 residents in prirrary care. 

There would be differential ijnpacts as a result of a reduction 

in residencies. The r;jmber of residencies in some hospitals consist 

almost wholly of IMGs. and the impact upon states would also vary 

greatly. The proportion of residents that are FMGs in New York, Nei*7 

Jersey, Rhode Island, Delaware, aiKi Illinois, are az lear3t 50 percent 

34 

and in some cases up to 78 percent (New Jersey), If, as has been 
hypothesized, the populations served by residents are the poor and 
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those vdthout their cmi prirnary physician, then the consequences of 
such a cutback on the U,S, population would be very uneven. 
B, Upgrading the Residency program 

If poorly trained IMGs are placed in low quality residency 
positions, then this cmilative process of poor training will result 
in poor perfonience on examinations as well as in quality of care as 
practiced. The proposal has been nade, therefore, that all residency 
programs have certain :idnirnum educational content and, for IWGs, 
contain language courses.^ conrpensatory training, and orientation 
courses. 

The consequences of these proposals will serve to increase 
the cost to the hospital of residency progrBins over what they would be 
without such ^requirements. These costs will fall more on those hospitals 
tl^t use proportionately more WQs as residents and look to FMGs 
more for service in th,e residency program, (Some of these costs may 
be shifted to the IMG if ori.entation and language courses are given 
in regional training centers and the EMGs are required to pay their 
own costs.) 

If these requirements are to be met in hospitals which offer 
residency programs, then it will lead to a decrease in the demand for 
FMGs by the above type institutions. It is difficult to say how large 
the decline in denend for IMGs will be since it will depend on the 
increased oost of the new educational requirements. However, 
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a policy to iniprove the residency program will likely lead to a 
smaller decrease in the nuniber of FMG residents than a program which 
eliminates all residencies in unaffiliated hospitals. 
C. Inproved Testing and Hi^er Test Scores 

The basis for much of the assessments of the quality differential 
between USMGs and IMGs is the use of test scores. There are several 
reasons vh^ the exams ]?MSs take CECFMG and FLEX) nay be biased against 
them; howev^, the conc:em regarding quality is that these tests are 
still not a proper scrtBi^ning device. THQs may take the exams an 
ixnlimited number of times as well as taking crash courses, both of 
which will improve the:Lr chances of passing. 

Proposa;Ls with respect to examinations as a guardian of quality 
are: (1) that the passing score on the I£W3 be raised; C2) that 
before IMGs enter the U.S., they take the National Boards Cparts I and 
II) as do USMGs; and (3) that the number of times an JMG can take the 
exam be limited. 

All of these proposals will decrease the number of PMGfe who 

can enter residency programs and subsequently .practice. For example, 

if the passing score on the ECFMG is raised from 75 to 80, then the 
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percentage of FMGs passing will fall from 38 to 12 percent. 

Critics of tl".e current use of testing as a measure of quality 
suggest that, in addition to being biased against the FMG, there is 
to date no empirical corrrelation between testing and subsequent performance 
If the number of FMGs who are allowed to practice is decreased as a 



result of higher test scores, will the quality of care be higher 

if nurses and other health workers are substituted for the IMG? 

Should such substitutes to the EMG have to take similar exams? 

Testing can be a good screening device if the tests are valid 

measures of quality and likely perfonrance. Also, for tests to be 

good screens, crash co^orses and the number of tines the test is 

taken should not affect the passing score. The level at which the 

passing score is set is also very important. Some proponents of 

very high passing scores are really in favor of restrictions on the 
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number of persons who t::an enter the profession. 
Limited Licensure 

One problem with the cuiTrent examination system for 
licensure is that the passing score of the exam determines whether 
a person can or can not practice. If the passing score is raised, then 
a person who would have passed at a lower score cannot now practice 
at all. Surely such a person is qualified to do some tasks but not 
all of those that are required for licensure. An example is-. the "underground" 
of IMGs who are presunably practicing in hospitals without being fully 
licensed and are not legally perTidtted to practice at the level of theij? 
ability. 

If limited licenses (by tasks) were permitted, then sorn^ of the 
concern with the quality of care practiced by IHGs would disappear. 
Passing scores can be set as high as is desired for full licensure, 
whereas there could be several levels at which an IMG could pass. 
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Such a system of limitt^d licensure would recognize what in fact exists; 

it would not decrease the nuniber of fMGs in the system but it WDuld 

restrict what tasks th-By can perform. For some FMGs this may mean 

being a pl^sician's assistant. For otJiers it iray be the first step 
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toward full licensure. 

The issue of quality should not be raised just for the F^K3. 
Large numbers of U.S. physicians trained in this country received 
their licenses 30 or more years ^gC) and the quality of the care they 
practice is largely unknown. Re-examination and relicensure for all 
physicians would certainly be consistent with concern for the quality 
of care practiced by Fifes. Re-examination (for relicensure) would 
also require limited licenses for U.S. physicians if the passing 
score on these exams is to be sufficiently lovz so that few persons 
fail completely. To put it more realistically 5 if the score is set 
high then large number^s of physicians may have to stop practicing 
completely. Those per''Sons concerned with the quality of medical care 
as practiced by physicians should not discriminate according to 
whether the physician has been trained overseas or in this country. 
A better screening mechanism would be re-examination and relicensure 
for all physicians, regardless of where they were trained. Such a 
policy would recognize the differences in quality of care that currently 
exist among both U.S. and foreign trained physicians. Further, such 
a policy would not necessarily decrease the availability of medical care 
tut mj^ht in fact increase it, perhaps at the primary care level. Since 
the levels of training required for different licensure levels need not 
be the same, it might be possible to train more physicians in a shorter 
period for licensure at a limiatf^i level. 
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IV. ISSUE 3; ' The "S6^ Da^ghte^s" Argurnent for Decreasing 

U>5. Reli^ce On Tl^Gs, f 

Th€3?e is a, belief airpng the parents of children who did not get 

\ 

accepted into medical schools that their children would have been 
\ able to become physicians if the U.S. did not rely on the IWG and 

instead strove for "self-^sufficiency" iji meeting its physician 
requirements ♦ 

For many years, the number of applicants to U.S. medical 

schools has far outstripped the available supply of U.S. medical 

school spaces. Ratios of nuT±>ers of applicants to numbers of enrollments 
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during the past ten years have fluctuated between 1.9 and 2.6. 
In recent years, however, ratios have tended toward the upper part of 
the range. Even with the greater number of medical school spaces 
available, the number of applicants to acceptances has risen. The 
increased number of applicants does not represent any lowering of the 
required academic qualifications. For example, Richard Egan, M.D,, 
the assistant director of the AMA's Department of Undergraduate Medical 
Education, wrote in a recent editorial, "It's estimated that more than 
100 additional medicaT. schools of the present average size would be 
necessary to accommodate the current number of qualified, yet rejected, 
V applicants t"^^ 

' Therefore, it is believed that if the U.S. were to decrease its 

reliajice an FMGs and were to replace them with U.S. trained physicians, 
such a curtailment policy would result in greater opportunities for 
Americans to become physicians. 
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Merely curtailing the nurrter of PMGs entering the U.S. and/ or 
decrea,sing the stock o:? FMGs practicing in the U.S., however, will not 
by itself result in gr(3ater educational opportunities for prospective 
U.S. medical students. Just decreasing the number of EMGs will 
not lessen the excess demand for medical training (i.e., more applicants 
than spaces at the prevailing level of tuition). A policy of "self- 
sufficiency" or- of greater medical education opportunities must be 
accompanied by additional action. Examples of such additional action 
would be policies to increase the supply of medical education facilities 
and/or actions which sarve to decrease the denand for medical education 
by prospective students. The large number of FMSs in the U.S. together 
with an unsatisfied deiend for medical education makes it appear that 
one situation has led to the other, wherea?^ in fact the U.S. has had 
an excess demand for iredical education since the Second World War and 

LlQ 

before the large inflc/7 of FMGs started. Even if the U.S. lost 

most of its r^Gs it is likely that, under current methods of financing 

and payment for medical education, an excess demand for medical education 

would continue to exist. Conversely, if most of the excess demand for 

medical education is satisfied, then there should be no concern with 
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the number of EMGs. Thus, it would appear that the PMG issue is 
secondary to the issue of how to satisfy tlie continued excess demand 
for medical training. 

If, however, the goal is not merely satisfying the excess denand 
for medical education but also of being "self-sufficient^^ in the 
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pQToduction of physicians, then the supply of IMGs does become relevant. 
It is difficult to understand the reason for self-sufficiency as a 
goal itself. The U.S. does not have self-sufficiency as a goal in 
any other area of act:Lvity except for the recently stated one with 
respect to oil. And er/en with respect to oil, self-sufficiency is 
believed to be too cos'rly to pursue. The self -sufficiency argument 
with regard to the production of physicians is, I believe, really a 
concern with being able to satisfy the U.S. demand for medical education 
2?ather than one of self-sufficiency itself. 

There are two basic policy opticais for satisfying the excess 
U.S. demand for medical education. The first set of options would 
result in an increase in the supply of medical education opportunities 
available to U.S. citizens. The second set of policy options would 
attempt to decrease the demand for medical education by prospective 
U.S. students. 

A. Increase the Supply of Medical Education Opportunities for 
Prospective U.S. Medical Students. 

An expansion in medical education opportunities can be 

achieved in one of several ways: medical school capacity in the U.S. 

can be increased, or medical education opportunities for U.S. students 

in other countries can be subsidized and the students reintegrated 

into tJie U.S. medical system on their return, 

1. An Expansion of U.S, Medical School Capacity: 

• An increase in medical school spaces to satisfy the 
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large excess deiTBnd foi'' medical education would require. inore than 

doubling current medical school capacity. Since the current ratio 

of applicants to acceptances is approxirrately 2.4, excess deirand V30uld 

still exist; however, the concern with this issue would decline. 

What would be the approxinvate costs of satisfying the excess 

derrand for medical education through expansion of U.S. medical school 

capacity? If we were to double the number of medical school places, 

and still be left with an excess demand of approxinately 20 percent, 

then an additional 14,300 first-year places would have to be provided. 

Alternatively, if the number of additional first-year places required 

to meet the expectations of prospective U.S. medical students were 

based on the number of residency positions available in affiliated 

hospitals, then^^'t lee .st 6,342 additional spaces would be required. 

In 1972, 16,980 first^-^year residency positions were offered in affiliated 

hospitals. Of these first-year positions, 15,112 positions were filled, 

4,474 of these by FMGs. To fill the vacant resident positions and to 

replace PMG residents with USMG residents in affiliated hospitals, at 
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least 6,342 additional USMGs per year would be requaj?ed. 

To achieve this increase in capacity, existing schools could be 
expanded or new medical schools could be built. A recent study of start-^up 
expenditures for new or expanded medical schools estinnted that capital 
expenditures per student in new and expanding medical schools were 
ai?prCfJiljtately 0458,000 p^^^ ^idditional ntudcnt. Ao/^'7r>linfi to ttiln 
estinate, capital expenditures for 14,000 new spaces vr^uld cost apprcScimately 
$6,0 billion. For only 6,342 new spaces the cost wcrjld be approxajnately 
$2,9 billion. 



The cunount required for capital expenditures, however, is less than 

the total aiiount required. The costs of such a policy option are greater 

still » According to tiie Institute of Medicine-National Acaderrr/ of 

Sciences study on the costs of medical education, the medical education 

costs per student, exclusive of depreciation, was $12,530. Since 

tuition covers approxinately one-^third of medical education costs, 

then an additional opea^ating subsidy would be required for two-thirds 

of the above education costs per student, or $8,250 per student 
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per year. 

Thus, to increase the number of first-year spaces by 14,000 
would require $6.0 billion in capital outlays and an annual operating 
subsidy of $107 million, assuming no inflation. The more modest goal, 
such as filling all residencies in affiliated hospitals with U.S. medical 
graduates, would cost $2.9 billion in capital expenditures plus an 
annual operating subsidy of $53.4 million per year. These subsidies 
would be in addition to the cur^rent level of subsidies being provided 
to the medical education sector. Needless to say, it will take a 
number of years before: even the more modest goal can be achieved. 

Also important in terms of the potential costs of such a 
policy is that if the demand for medical education were to decline, then 
it might be said that there was a federal commitment to cc-ntinue 
funding the medical schools. If this were the case, then it is more 
lij<:ely that each school would reduce its student enrolLnent mther than 
have entire schools close down. This would result in much higher 
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educa.tion costs per student. An irrportant and powerful interest 
group, the American As'socxation of Medical Colleges, would be greatly 
increased in the number of its constituents. After having subsidized 
these schools to expand and having funded the gro;-7th of jiBny new ones, 
the pressure would be (Dn the federal goverment to maintain its 

ccOTiitnBnt to these saiools and to continue funding them. We see 
this currently occurriiig in the debate over the renewal of the Health 
Manpower Legislation. Thus, in considering this option, the future 
costs of mintaining e<cess medical school capacity should be borne 
in mind. 

The level of government spending required to achieve self-r 
sufficiency in physician production or to increase medical education 
opportunities by increasing U.S. medical school capacity is sufficiently 
high to rsd.se the question of whether it is both warrajited, given other 
needs in our society, and whether it is a realistic possibility. 

2. An Increase in Overseas Medical Education Opportunities; 
The demand for a medical education in the U.S. is 
sufficiently great that a significant number of Americans travel 
overseas each year to obtain their medical education. For the 1971-72 
school year, 3,715 Anericans were enrolled in medical schools outside 
of the U.S. CSome foreign schools did not report enrollments of U.S 

he 

Students so this number is a conservative estinate. ) Especially 
high enrollments of U.S. students abroad are found in the Autonomous 
University of Guadalajara, Mexico and the University of Bologna in Italy 
which account for more', than half of all Anericans attending foreign 
medical schools. 
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The U.S» jnedxcal student studying overseas CUSI!MG) generally spends 
more time than if he or she had attended medical school in the U.S. 
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C5.43 years and even longer for those requiring a foreign language). 
An aiLtemative policy to increa3ing U.S. medical school 

capacity wuld be to fund the educational requirements of U,S. students 

studying medicine overseas. The Conrprehensive Health ^fanpower Act 

of 1971 penrdts loans cind scholarships for qualified U.S. students 

receiving a medical education abroad. These provisions of the Act, 

however, are yet to be funded. 

Subsidizing "ihe study of medicine overseas is a far less 
costly option than inopeasing U.S. medical school capacity. Overseas 
medical education costs are less than in U.S. medical schools. However, 
the quality of the medical education the student receives also differs 
greatly. Furthei-, for students studying overseas there are costs involved 
in reintegrating the rstuming USPMG into the U.S. medical care system. 
Examples of the approaches that could be expanded under this option of 
overseas medical education for U.S. students are COTRANS and the 
"Fifth Pathway." 

Both COTPANS and the "Fifth Pathway" are attempts to assist 
U.S. students in foreign medical schools in gaining entrance into the 
American health care system. In 1970, the AAMC established a "coordinated 
transfer application system" CCOTRAJJS) to facilitate the evaluation of 
the credentials of U.S. students, studying abroad, who wish to transfer 
to a U.S, medical schcol, normally upon completion of their basic science 
training. 
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This systen rer:ains sn^.!!, although it has some potential for expajision. 
Since its beginning, 5E)0 COTRANS applicants had been accepted. 

Secondly, efi'ective in 1971, the AMA permits USFMGs to 
enter approved graduates education programs without meeting the internship 
or social service degree requi??ements of foreign medical schools and 
without obtaining ECiy.G certification. Instead, students qualifying 
for the "Fifth Pathway*' nrust participate in a yeaz^-long program of 
supervised clinical training in a hospital which has agreed to sponsor 
a "Fifth Pathway" traiiiing program. Upon successful completion of this 
training program, a US^PMG is eligible for entry into an approved U.S. 
graduate education program. Currently, tlie response of medical schools 
to the new AMA graduate education entry requirements allowing a "Fifth 
Pathway" has been srralL, 

It my be difficult to encourage large numbers of U.S. 
students, sufficient to satisfy the entire excess U.S. demand for 
medical education, to steady overseas. Although the costs of this 
option would certainly be lower than attempting to satisfy this demand 
by increasing U.S. medical school capacity, the quality of the education 
received by the studer.t overseas would be lower and foreign governments 
might object to the ic.ea. An additional advantage of having some 
overseas medical education as an outlet for U.S. students is that if 
the denend for medical, education in the U.S. were to decrease, then 
the U.S. would not be left with the prospect of having to iraintajji 
as large an excess of medical school capacity. 
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3, Decreasing the DenHnd for a U.S. Medical Education: 

Medical ^iducation is subsidized by both the federal aad 
state governments. These subsidies allow the schools to reduce their 
reliance upon tuition ;jicome for the operation of the medical school. 
A policy which required the schools to increase their tuition to cover 
irore of the education <:osts Cperhaps by decreasing federal and state 
subsidies to medical schools) would cause a decline in the denand for 
a medical education. One of the factors that influence a prospective 
student ^s desire for a medical education is the Gost of that education. 
If the price of a medit::al education (tuition) is mintained at an 
artificially low level, as it currently is, and the number of school 
spaces available is related to other factors, then the c ^^mand for 
such education will continually exceed the available supply. Since 
tuition is mintained at a level much below the cost of education 
(about one- third of the actual costs), then it is difficult to 
determine how much of the demand should be satisfied. There are 
nore students willing to pay this lowered tuition than there are 
places for them; thus, there will be continued excess demand by 
prospective students for a medical education. Higher tuition, more 
fully representative of educational costs would decrease the rate of 
return to a medical education-^hence decreasing students' demands 
for school spaces. 

Any policy which results in higher tuition to all students 
must at the same time provide some mechanisms so that a medical 



education does not becc^me available only to students of high« 
incme families • High tuitions wDuld place a particularly heavy 
burden upon students fixm low^ income fandlies. Therefore, for 
students from all economic backgrounds to be able to attend nedical 
school, a policy of hi}?her tuition rates vrc>uld require increased 
ajnounts for loans and scholarships and opportunity loan banks. In 
return for such financial assistance such students would have the chDice 
of working in physiciaji shortage areas or repaying their loans as a 
percentage of their income, i.e., income-contingent loan repayment plans. 

Such a policy, however, is a drastic change from our current 
system of financing meiical education and would neet strong resistance 
from the medical education community. 

A policy requiring schools to rely on higher tuition charges 
might, had it been used in the past, have caused the schools to 
respond to the increased demnds for a medical education. The 
response by medical schools to the increased demand for spaces iinproved 
after they received federal and state funds vTliich required increases 
in their enrollm.ent. Until that time, and currently, large numbers 
of U.S. students that were rejected have been willing to study overseas, 
pay higher than U.S. tuition rates, and spend more years to receive 
their medical education than their more fortunate U.?. couaite^paiirs. 

Even if the fin£Xicing of medical education were changed so tliat 
there was no longer an excess demand for medical education, a der^ix^G. 
among FMGs to practico in the U.S. would continue to exir±. 
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The rate of return to aji FMG from practicing in the U.S. would still 
exceed vSa,t they could earn if they ren^ined at home. However, as 
far as U.S, students are concerned, if there were little or no 
excess demand for a me-iical education, the presence of IWGs would 
no longer represent a lost opportunity to them. 
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V, ISSUE ^: FMGs 'and the Problem of a 'Possible Surplus of Physicians , 

One of the issues often raised when FHGs are discussed conceoms 
the impa,ct that a largo, inflow of JMGs will have on the narket for 
physician services. During the 1960s (and earlier), when it was 
commonly believed that there was a shortage of physicians, the influx 
of FMGs helped in alleviating the increased demands for medical care. 
Years later, starting ;ixi the early 1970s (after federal capitation 
grants had been instituted), medical school capacity had increased so 
that new a different concern arose among some organizations. It is 
believed that the currant rate of production of USMGs and the continued 
inflow of PMGs, together with the declining rate of growth of the U.S. 
population, will result in a surplus of physicians. As a result 
of this new concern, various professional organizations have called 
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for a reduction in both the inflow and number of FMGs in thxs country. 

In traditional economic markets, a surplus would result in lower 
prices (actually with today ^s inflation it would mean that prices would 
not rise as rapidly), and more persons would be able to purchase the 
service at the lower prices. If this were to occur, it would adversely 
affect the incomes of physicians. As would be the case with any industry 
or group of workers, "he physicians would be concerned that an increase 
in their number would lead to greater competition ajnong themselves. 
IMSs would still be better off than if they remained at home, tut the 
greater competition would lead to lower incomes among UtS. physicians 
than if the physicians in the country were fewer in numbers. 
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Therefore, one set of persons that would be expected to be against 
the continued inflow o;? IWGs on economic grounds would be U.S. 
physicians. 

One might suspect that the AAMC would also be conceraed with the 
surplus problem, since there would be less interest on the part of 
state and federal governments to Pond medical schools if it were 
believed that there are too ireny physicians, A lower number of THGs^ 
therefore, would still require continued increases in the number of 
USMSs (although not at the rate of expansion that has occurred in 
the last few years). 

A different (and contrary) concern with the consequences of 
a surplus of physicians is that rany people believe that physicians 
can create their own derrend. Given the general lack of knowledge 
by patients, physicians are both their advisers and suppliers of 
medical services. Further, the traditional method of payment for 
physician services, fee-for-service, creates an incentive for the 
physician to supply such services. In a shortage situation, it is 
believed, physicians vlll have no need to create additional demand for 
their services, since they will be able to work at capacity or at 
the level they desire. Under surplus conditions, however, the fee-for- 
service system and the lack of patient infornation increases the 
potential for abuse, eis it offers ironetary incentives toward misuse of 
the physician relationship with the patient. This increased care 
• --^ when paid for by the government can result in greater budgetary 
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requirements under govt^mnent paj^ment prograjns than are believed 
necessary, TT^s, the :?ederal government , as a payor for Medicare 
and Medicaid (and also for a possible national health insurance system), 
ndght also be expected to be concerned with a possible surplus of 
physicians . 

Still another concern with the consequences of a physician 
surplus is -Giat qualit;/ of care imy declijie. For exajiiple, if excess 
capacity exists arong surgeons then they will perform fewer surgeries 
and be less experienced. Further, physicians will be less likely to 
refer patients if they are concerned about losing them. 

A number of these concerns about a physician surplus appear 
contradictory, depending upon which organization views it and upon 
what the actual consequences of a surplus situation will be. 

The basis for projections of physician shortages and surpluses 
is the physician-population ratio. If the number of physicians per 
1000 population exceeds what e^cisted in the past, then it is believed 
that there is a physician surplus. Such calculations do not take 
into account increased densnd for physician services (nor increased 
physician productivity). The concern that continued increases in 
IMGs will exacerbate M) surpluses is thus based on a projected increase 
in the MD-population ratio. However, even though the MD-population 
ratio may increase, there my still be a mldistribution problem and 
certain population grcups will still receive an insufficient ajiount of . 
physician services. 
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Since a p^^iciaxi surplus is of serious concern ajipng certain groups 
ajid organizations, various proposals for resolving Cor at least mitigating) 
it should be considered, together with their consequences. 
A, Decrease the U,SJs Reliance on FMGs 

A direct n^eans of reducing the likelihood of a surplus of 
doctors would be to restrict the entry of FMGs, Siialler numbers of 
incoming FMGs imply a slower rate of growth in the supply of doctors 
and hence, a snaller s^orplus threat. There are neny different means 
of restricting the entry of Ms. A recent Am resolution urges the 
^^State Department to re-evaluate its open door policy regarding immigration 
of foreign physicians .and that it encourage the repatriation of 
physicians to the country of their origin, especially to those 
underdeveloped nations where medical need is great." Other approaches 
have been discussed earlier with reference Lo changes in occupational 
preferences and in the Exchange Visitor Program. 

The difficulty of closing off the flow of FMGs was discussed 
earlier in the section in International Equity. To sumriBrize briefly 
some of those points: even if the Exchange Visitor Program were tightened 
up and the flow of IMGs renaining in this country as a result of that 
program were reduced, IMGs could still enter under the djnmigration laws 
as could any other immigrant. Further, those who do enter this way 
-may be of lower quality than those who take the ECIWG and go into 
residency programs. If the FMGs entering as immigrants do not pass 
their state licensure boards, they might practice with temporary 
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licenses or they might become -part of the FMG '^undergromd^' , i.e., 
FMGs in papamedicaj. jobs practicing medicine without a license. 
(Also what is our policy to be toward the significant number of U*S. 
citizens who are studyzjig medicine overseas with the hope of becoming 
physicians in the U.S/O 

rt would take tme to replace all of the FMGs with USMGs and, 
as discussed earlier, The cost implications of such a replacement strategy 
would be enormous. Restrictions of the inflow of IMGs would have to 
be gradual; otherwise -:hose people receiving their care from W5s would 
not have an alternative source. Further, would the number of USMGs 
be large enough so tha': they would replace all of the jobs performed 
by FMGs? US>J3s nay noT want to work in those settings (e.g* , state 
mental hospitals) and with those population groups that the IMG is 
serving. If this is the case, then the effect of policies to prevent a 
surplus will most adversely affect those who probably have the greatest 
need for care. 

However, those organizations and groups concerned with a surplus 
of physicians would most likely be against knfy replacement strategy of 
USM3S for FMGs. A replacement strategy v^uld not decrease the njmber 
of physicians; it would merely substitute USMDs for FMGs. If there is 
to be no replacement for FMGs, what is going to happen to those persons 
who depend upon IMGs for their medical care? 

There is some belief that, apart from any clianges in programs 
to affect xheiv inflow, the denand for FMGs in the U.S. might decline. 
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According to this viewpc-int, the projections of future inflows of FMGs 
are vastly inaccurate ar.d normal market forces will result in a decline 
in EMGs in this country. 

One set of forces operating in this direction is the specialty 
boards which are concerned with certification of competence of persons 
becoming specialists. Efforts are underway by Residency Review Committees 
to curtail the number of residency positions by controlling the number of 
residencies. If tliis occurs, the number of residencies offered will decrease. 
Further 5 if medical schcxDis begin to take greater responsibility for 
graduate medical education 5 as has been advocated by the MMC, then the 
number of residencies w:lll also decline if the university medical 
schools find that they cannot place their graduates in high quality 
residencies. The consecjuences of these policies 5 namely 5 greater control 
of residencies by specialty boards and by medical schools ^ could have 
effects on the availability of care similar to the policies which 
suggest less reliance 01 FMGs. 

Another set of forces operating to decrease the demand for 
residencies 5 hence 5 for FMGs, is that there is great concern with reducing 
hospital utilization. Most high user groups currently have hospitalization 
coverage; therefore 5 nc large surge of hospital use is expected if sone 
form of national health insurance is introduced. Further 5 the enphasis 
is on reducing hospital, use through the introduction of HMOs and PSROs. 
Thus 5 because residenca.es need hospital patients 5 when the hospitals 
find the nuinber of pati.ents available decreasing ^ the number of hospital 
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residencies will decrease. As increased nuinbers of USl^s begin to 
take residency positions, then a possible decline in hospitaa utilization 
and residencies will f :lnd the USMGs beginning to supplant the TS^Gs 
for those fewer residency positions. (Offsetting a decrease in dermnd 
for FMGs because of possible lower hospital utilization is the role 
that FMGs serve in hospital outpatient departments and emergency rocms. 
Growth of insurance coverage for ambulatory^ care may result in ajn 
increased deinand for residents to cover these services,) 

Thus, it is poss:lble that the increased supplies of USI^s and 
the decreased demand for hospital residencies-'^as a result of action 
by specialty boards, f'jirther decreases in hospital utilization, etc,-*" 
will lower the demand for IMGs by hospitals. And those FMGs who are 
able to receive such positions will be of higher quality than previously, 

B, Slow the PatE of Production of USMGs 

The suppler of doctors in the U,S. depends not only on the 
output of foreign m^edical schools but also upon the output of U.S, 
medical schools. Thus, another means of dealing with' the potential 
problems associated with a surplus of doctors would be to decrease 
the rate of productior. of USMGs as well as decreasing U.S, reliance on 
EMGs. During the past; decade, capitation grants have been shown to be 
an effective means of encouraging increased numbers of USMGs, Further, 
while existing schools; have expanded, new schools have also opened 
with the help of federal subsidies. To slow the output of UST^Gs, 
several strategies are possible. A moratorium could be placed on any 
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new medical school cons;truction, axid existing medical schools could 
be discouraged from exjBjding their enrollment by raaJdng federal 
support to medical schcx:)ls not contingent upon continued increases in 
student enrollment, (This is basically the intent of the Rogers Bill 
for a renewal of the K^alth Manpower Act, ) 

A policy to decr^Base the rate of production of USy^s goes 
contrary to our earlie^:^ issue, namely, to allow greater opportunity 
for U.S. citizens to U^cme physicians. With applicant s-to-acceptances 
running greater than 2:1 it may be difficult to suggest that the 
medical profession wiLl not be as agreeable a profession as the applicant 
ard their parents believe it to be. The medical schools would appear 
to be taxing the paterialistic view that they are doing these people 
a favor by decreasing the opportunities for their sons and daughters 
to became physicians. 

Even though the number of physicians in relation to the population 
will grow, physicians are still needed in many rural and underserved 
areas. Although U.S. physicians have not gone to such physician 
shortage areas in the past, there would be greater hope that they would 
do so as long as their number ^3 increase. Holding down the rate of 
production of USMGs determines that these rural cormiunities and inner 
city locations will not have a physician. 

Another aspect of a policy of curtailment of the production of 
USMGs is tha.t if the control over this production -remains with the 
specialty boards or with the medical schools alone and if they are 
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able to receive subsidf.es unrelated to the number of students they 

graduate, then we will have returned to a situation rerniniscent of the 

1950s ajid 1960s, Durir:g those periods, decisions on the nujnber and 

type of US^^3s was not cletenriined by their need or location, or by 

the desire of students to become physicians, but instead by the 

policies of the medical, schools themselves. Unless some mechanism 

is introduced to enablti the schools to respond to future shortages and 

surpluses Cas well as lyy type of physician, i.e., specialty, training, 

and minority backround) , then we will not have learned anything from 

our previous experience. The vast sums of money spent on health 

rranpower training will have merely created a larger establishment which 

nay not respond to future changes in our needs for (and methods of 

producing) health iranpDwer. 

C. Other Approaches to Alleviating the Concerns Associated with 
a Surplus of Physicians 

If the conseq^uences of a surplus eooe that prices will be 
lowered and the availability of care improved, then this has been the 
intention of health manpower policy. Although some professional 
or^mizations may be unhappy with these consequences, it would hardly 
be in the interest of society as a whole to change the policy. 

If, however, there is a, strong likelihood that some of the 
consequences of a physdcian surplus, such as unnecessary care, increased 
prices and lower qioality of services, would in fact occur, then direct 
approaches toward alle.viating these consequences should be sought. 
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Approaches that merely attempt to decrease the supply of physicians, 
such as decreasing rel::ajice on and slowing the production of 
USMGs, run counter to previous nanpower policy, which has been to 
increase the number of physicians and to improve their distribution 
in the country* 

Several approaches should be examined if the concern with a 
surplus is with unnecessary care, higher prices, and low quality • 
Mthough these approaclies are not specifically directed to JM3s, 
they are directed to tlie causes of the possible undesirable consequences 
of physician surpluses. 

1. Measures for the Assurance of Quality: 

There are various methods to jionitor and increase the 
quality of physician s-^rvices. Some methods are more direct while 
others are related to the ^'process" of achieving high quality. Also, 
alternative methods will have widely varying effects on the supply of 
physicians. An example of a direct approach to quality control is: 

a. Expanded utilization review programs . If there is a 
concern that a surplus of physicians will create their own demand, 
then in orxier to prevent wasteful and unnecessary services, utilization 
review and pre-admission certification programs, under third party 
reimbursement, could te expanded. These types of programs, which are 
slowly being developed, would cause some bureaucratic delays and costs; 
there WDuld be physician resentment because of the interference in the 
MI>»patient relationshi.p and the fear ttiat medical care may become tocj 
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standardized 5 leaving little room for innovation and differences in 
medical practice. Sucli review prograjns would probably result in a 
decrease in unnecessary^ surgeries and hospitalizations 5 but it would 
be difficult to control and hence would have little effect on a 
probable increase in. p3iysician office visits. 

b. Periodic exajnination and re^licensure. Periodic 
exajnination as a basis for re-licensure could be expected to result in 
a decrease in the supply of physician services over time. The passing 
scores on these examinations 5 which could apply to H^Gs as well as U.S, 
MDs, could be increased. Those physicians who would suffer nost by 
such re-examijnation (and consequently their patients who would have 
less access to care than they currently do) would be the older physicians 5 
probably in primary practice and most likely working in physician 
shortage areas. To im.prove the chances of passing the exam, a physician 
would piobably take continuing education courses. Increased attendance 

at such co^jTses would decrease the time that is available for patient 
care services and hence would result in a decrease in the supply of 
such services as well. 

If it apr-ears that a significant number of physicians 
would not pass the exejn, then limited licenses Cby task) could be 
issued. Rather than cicknowledging only one level of passing, the 
examination could recognize different levels of ability and training 
and acknowledge this lyy providing limited licenses to practice. If 
this should occur, there would be a smaller decrease in the supply of 
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physician services than if only one level of pa,ssing5 raised over time 5 
were applied. 

2. Alternatives to Fee-'for-Service Relnabursement: 

It is only under a f ee-for-service system that the incentive 
exists to provide unnecessary services. And when such services are 
reimbursed by a third party 5 the patient has little incentive Cand 
information) to discourage such use. One policy option that WDuld 
attempt to correct this problem would be to encourage altema,tive 
methods of physician reijnbursement. An exajnple of such an alternative 
would be capitation pajmients for just physician services, and also 
capitation paj/ments for all medical services, such as exists urder 
prepaid group practiceis and HMOs. These different payment systems would 
provide different inceiitives to physicians 5 incentives which would have 
the opposite effect of a fee-f or- service system. 

The establis^ament of s^jch alternative payments and delivery 
systems takes timej and patients my not be aware of the costs 5 
quality 5 benefits, etc. under such different systems. Therefore 5 it 
might also be worthwhile to provide greater consumer inforrration to 
enable them Cor the purchasers on their behalf 5 e.g. 5 unions and companies) 
to 37ake improved choices. 

These competitive pressures from other payment sources 5 
together with utilization review procedures 5 might lessen the ability 
of providers to create their own dejnand. 
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VI. Concluding Comment s 

The four concerris that people have expressed with regarxi to foreign 
medical graduates all call for, initially, a reduction in the inflow and 
retention of IMSs in this country. However, on closer analysis, an arbitrary 
reduction in IM3s alone does not appear to be the solution to any of the 
concerns expressed, nor- is it even realistic. Further, the differential 
effects of a reduction in FM3s on the population they serve may more than 
outweigh any benefits from such arbitrary reductions. 

With regard to the issue of International Equity, less developed 
countries that are losing IKGs are not compensated for their losses if the 
U.S. limits EMG ijimigrc.tion and some of the EMGs then go to other developed 
countries. (If a restrictive IMG inmigration policy by the U.S. is to be 
helpful to the losing cx)untry, then the other developed countries would 
also have to have similar restrictive policies.) The U.S. (and other 
developed countries) clearly benefit since they save the subsidy that would 
be required to produce an equivalent number of physicians themselves. 
Ideally, the losing co-ontry should be reimbursed for its costs; however, 
it is difficult to estimate what those costs really are, who should reimburse 
the losing country, and how to bring such an optimum solution about. The 
most direct way would be for the losing country to collect reimbursement 
from the emigrating IKG. Failing that, what can the U.S. do to assist the 
losing country? 

Given the limits and nature of U.S. immigration policy, the U.S. should 
not discriminate with respect to who is brought into the U.S. to solve U.S. 
health manpower proble-ms; it should at least be neutral ix\ the type; of 
imnigrants it tries to attract. Changing the occupational prefer-enc^^ 
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category so that IMGs a:?e no longer given preferential iimiigration visas 
would achieve the goal of neutrality. Simlarly, the U.S. should stick 
to the intent of the Ex«diange Visitor Program, which is to assist other 
countries, and not use it for thedj? own benefit. Therefore, changes 
should be mde :n that program to change the selection process, requiring 
the student to leave the U.S. for several years and to offer training to 
that student which is relevant to his own country's needs. 

Beyond the above proposals, suggestions arbitrarily to limit the 
number of IMGs (quotas, inmigration law changes, limits on residencies, 
etc.) do not necessarily help the losing country if the FMG goes to another 
developed country. But who in the U.S. would lose these benefits? The 
states are affected differentially. Certain states depend on EMGs a great 
deal more than others. Tho state mental hospitals would be hard hit, and 
those individuals who i^ceive care from EMGs, presumably the underserved 
and those with low inccjines. To replace these benefits by producing our 
own physicians would tcake a long tii^e and cost an enormous amount of money—and 
even then it is not clear that U.S. graduates would go to those places and 
serve those people currently being served by E^s. 

With regard to the Quality issue, the available empirical evidence 
shows that FMGs on the average do not perform as well as USMGs on tests or 
in residencies and that they also take more of theij? residencies in 
unaffiliated hospitals . Quality proposals which merely limit the availa- 
bility of residencies to FMGs often do not differentiate among FMGs. The 
quality of the EMG is quite heterogeneous. Further, quality measures that 
. decrease the availability of residencies to FMGs (e.g., raising passing 
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score$5 doing avay witTi unaffiliated residencies) have some "costs^* 
associated with them, namely, that the population receiving its 
sourx:e of priiwy care from PMGs will suffer a decrease in the 
availability of that ccire. On the other hand, measures to upgrade 
the residency programs or to offer limited licenses tby tasks) 
result in much smaller decreases in ccire to the population served by 
FMGs. The Quality issue, although an innportant concern with regard 
to IMGs, is also important for all physicians and therefore, should 
be handled in a sindlaip fashion for U.S. physicians. Thus, 
consideration should aiLso De given to periodic re-rexamination and 
Idjidted licensiire for <all less qualified physicians and not just 
for FMGs* 

The unsatisfied demand for a medical education by U.S. citizens 
and the presence of a large number of EMGs in this country appear, 
at fipst, to be related. However, an excess demand for medical education 
existed before TMSs entered in large numbers and would exist even if 
entry of FMGs were restricted. The entry of FM3s did, however, 
pr "^v"^' ' ' a relatively quick response (at a low cost to the U.S. taxpayer) 
t ^sing deriHiids for physician services during the 1960s. They 

hu ^ed to ease a nejipcwer shortage in this country, but they did not 
decrease U.S. medical school output. If the U.S. had not been af)le 
to rely on the FMG during this period, there mi^ht have been a serious 
re^examination of the methods by which physician services are provided. 
If methods exist that can increase physician productivity, and thus 
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increase the supply of physician services (without any reduction in 
quality), then the^e methods should be examined. It should not be 
necessary to institute a crisis of health manpower eliminating 
IMGs to bring about desirable change , 

Two basic strategies could be considered to decrease the . 
unsatisfied deriBnd for a medical education. The first approach v^ould 
be an increase in the medical educational opportunities available 
to U.S. citizens. If "This were achieved by an expansion of medical 
school capacity 5 then it would take many years to achieve and wDuld 
be enormously expensive. This approach, therefore, does not appear 
to be a politically realistic solution to the problem of unsatisfied 
denand for a medical education. A partial solution would be to 
encourage and assist U.S. students studying overseas and then to ve-^ 
integrate then into U.S. medical schools. 

An entirely different approach to the problem of excess demand 
for a medical education is to decrease this den\and by raising tuition 
so that tuition represents a greater portion of the costs of education. 
Currently, medical students come substantially from the highest income 
families'-in the U.S. end upon graduation they become part of the highest 
income profession. Unless the medical student is willing to provide 
services in a shortage area, why should he or she be given such large 
subsidies while in school? In order to nake it possible for students 
from all backgrounds to attend medical school, loan and service programs 
would have to become an integral part of any policy which seeks to have 
tuition cover a greater part of the educational costs. 
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regards the issue of a physician surplus, a distinction 
should be mde between an increase in the number of physicians 
and the consequences oJ: certain fomns of conpetitive behavior. The 
effects of these are not the same. Presujiably it is the undesirable 
consequences of certain foms of competitive behavior, e.g., provision 
of unnecessary care, tliat we would like to prevent. 

The consequences of increased competition among physicians will 
not be alleviated by decreasing the number of FMGs in the U.S. There 
are physician shortage areas and some people still do not have sufficient 
access to medical care. Decreasing the availability of care because 
of a fear that physicians will prescribe unnecessarily is a poor solution. 
Utilization review and alternatives to the fee-^for-service system 
(e.g., WDs) would be :Tore direct solutions to this type of concern. 

The purpose of this paper has not been to present an exha.ustive 
list of policy options. Instead, it has been an attenpt to clarify 
the debate on E^Gs, first by explaining the basic concerns in this area, 
and second, for each concern, by discussing a limited number of options. 
However, it is possihle to go one step further. Each policy option 
not only will have an effect on the issue to which it is directed, but 
in addition, it will likely affect one or more of the other issues. 
Therefore, a summary table is provided to indicate the inter'-relationship 
of each policy option on each of the four mjor issues. CJust the basic 
inter-.relationships he.ve been shown and not all the subtleties and 
complexities of the verious options and issues.) 
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Hopefully, the inter-^rcilationship of issues and options will clarify 
both the true concerns of different proponents of public policy and 
the relevant options and their consequences. 

(There should be an additional colujim to this table which would 
be labeled "The Effect on the U.S. Health Care System". However, the2?e 
is insufficient evidence to judge the impact of the various policy 
options on this area^ ) 

Examination of the table suggests that certain policy options 
will have strong positive effects Cin the same direction) for ii>ore than 
one issue. For example, changes in ijimgration policy and in the 
Exchange Visitor Program will improve international equity C+) and also 
be favored by those for whom the surplus of physicians is an issue C+). 
Similarly, a decrease in the n^airiber of residencies availai)le to IMGs 
may have minimal effect, if any, on the international equity issue Cthey 
may go to another developed country) , but we would expect it to be favored 
by those groups and organizations interested in the Quality 5 Sons and 
Daughters and Physician Surplus issues: C+) for all three. 

In addition to siOTnarizing the effects of the various policy options, 
the summary table (if correct) can be useful for indicating the consistency 
toward certain policy options by proponents for a particular issue. For 
example, if someone is concerned with the issue of quality, then the ef- 
fect of options to increase quality would be favored, presumably, regardless 
of its effect on other issues. However, if proponents of quality are 
interested only in those quality options that result Li ijnprovements, 
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Sunusary of FMG Is6U3S and Consequences of Different Options 



OPTIONS 



ISSUES 



International Surplus of 

Equity Quality "Sons & Daughters" Physicians 



Equity: 



1. Changes In 
Inralgratlon Policy 

2. Changes In Exchange 
Visitor Program 

3. Establish Regional 
(or Hemispheric) 
Training Centers j 

A. Decrease the Numberl 
of Residencies j 
Available to FMGs 



Quality: 
1. 



Elimination of 
Residencies in 
Unaffiliated 
Hospitals 

Upgrading the 

Residency 

Program 

Improved Testing 
and Higher Test 
Scores 



Limited Licensure 
Sons and Daughters: 

1. Expand U.S. 
Medical School 
Capacity 

2. Increase Cvcroeas 
Medical Education 
Opportunities 

3. Decrease the Demand 
for U.S. Medical 
Education 

Surplus of Physicians: 

1. Decrease U.S. 
Reliance on the 
PMC . 

2. Slow the Rate 
of Production 
of USMGs 

3. Other Approaches 
for Alleviating 
the Concerns 
Associated with 
a Surplus of 
Physicians 
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A plus (+) indicates that a policy wUT^iUt»vi:itc Ihc cmwo.r*\ aj;ync1atod wich 
ft pnrtlcuirr 1kj;uc. A niaus (-) '..\}y.\\v.rl:^ lluL the ynl option wil3 tend to 
rrr.ult in ovon greater coiu-cmu bv ihc MiopMrcntf. o! j'.j:nc, c,y,*, an 
CKpanfllon in nodical r.':t»o'»l opacity v.'U o.iuso vvvx vjimLcl* concern tltau 
prcvJomOy for thouo. for wlion i bo phynh l.m ^urplif; i>' in\ ii;5?uc. M'lltiplp 



^ 58 



for exainple, in the physicJ^ surplus issue, then perhaps the real issue 
IS not one of quality but is instead, of the reduct z.on of th^^ nuiTtber of 
physicians. 

Another use of -:he table is that it indicates those policy options 
which vrould tend to htive niDre support (hence be less controversial) 
ajiiong the proponents for each of the different issues. For example, 
changes in the Exchange Visitor Program will be favored by proponents 
of at least three issues (International Equity, Sons and Daughters, 
and Physician Surplus). Similarly, those policy options (e.g., increasing 
mediccal school capacity) which tend to irnprove the position of the 
proponents of one issue (e.g. , Sons and Daughters) while worsening the 
position of the proponents of a different issue (e.g.. Physician Surplus) 
will tend to be more controversial. Based upon the above table, improvep^ 
inents in International Equity can best be achieved (from a^ng those op- 
tions listed) by changes in the immigration (occupational pipeference 
categories) and Exchange Visitor Programs. These options would also 
receive support by proponents of other issues. None of the other 
options discussed would have any large effect on improving the welfare 
of the countries losing FMGs, 

The effect of several Quality options on international equity is 
uncertain (?). If such measures result iri the FMGs remaining in their 
home country then there would be a positive (+) effect. If, however, 
the increased quality standards result in the U.S. attracting only the 
highest quality FMGs, then the effect on international equity would 
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be negative 

Only one of the Quality options would be controversial. Proponents 
of the Physician Surplus issue might believe that limted (by task) 
licensure might result in an increase in the supply of physician services 5 
hence increased carrrpetition in that mrket. This could occur if persons 
not currently supplying physician services, e.g. , physician assistants, 
are brought into -t±ie pool of those supplying such services. 

The greatest potential conflict between proponents of different 
issues occurs under t:x)se options that either attenrpt to increase edu- 
cational opportunities for U.S. citizens and/or slow the rate of 
production of U.S. medical schools. However, both of these issues 
(the Sons and Daughters and the Physician Surplus), and the options 
proposed, are basically unrelated to the FMGs,^^ 

The FMG has been used by the U.S. to alleviate a physician 
"shortage" problem during the 19 60s. FMGs were a quick and low-cost 
(to the U.S. taxpayer) approach to alleviating this situation. However, 
the FMG did not take away opportijnities for U.S. citizen? co become 
physicians — the available oppo2?tunities are a result of the interaction 
between medical schocls and the way they are financed. 

With all due respect to the complexity of the issues surrounding 
, EMGs, I would like tc suggest that the basic cone em with FMGs is neither 

the FMG nor a concerr. with the Ft^G^s country. Instead, it is a, result of 
a basic disagreement among those wlo hold different opinions regarding what 
the available supply of physician services should be in this country. 
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